The most common cardiac complications detected during pregnancy are an arrhythmia. However, idiopathic continuous monomorphic ventricular tachycardia (VT) during pregnancy is unusual. A 31-year-old pregnant woman presented at 20 weeks of gestation with progressive palpitation and episodes of agitation. An initial 12-lead electrocardiogram (ECG) showed normal sinus rhythm. However, 30 minutes after presenting at the emergency room, she complained of chest pain. A subsequent ECG showed wide complex monomorphic VT. We attempted to administer an antiarrhythmic drug, but the patient refused any medication because of concerns regarding possible adverse effects on the fetus. Therefore, we performed synchronized electrical cardioversion eight times. After the eighth synchronized cardioversion at 200 J, the ECG showed successful restoration of sinus rhythm. The condition of the fetus was monitored via ultrasonography and cardiotocography, and no adverse events were observed. We present the case of a successful synchronized electrical cardioversion performed in a woman at 20 weeks of gestation because of sustained symptomatic VT.
CASE REPORT
A 31-year-old, previously healthy, pregnant woman presented at 20 weeks of gestation to her local hospital with progressive palpitations and agitation. The initial electrocardiogram (ECG) showed wide QRS tachycardia (184 beats/min), monomorphic left bundle branch block morphology in V1 lead, inferior axis (positive QRS in II, III, aVF lead. These features might suggest the idiopathic VT originating from right ventricular outflow tract) (Figure 1A) . She was referred to our hospital for advanced cardiovascular treatment. On arrival, the patient's vital 
DiSCuSSiOn
Although most cases of maternal arrhythmia are benign, some patients experience catastrophic events.
Acute treatments for arrhythmia contain beta-blockers, calcium-channel blockers, lidocaine, and electrical cardioversion [6] . Patients with idiopathic VT are typically hemodynamically stable and idiopathic VT is associated with a good prognosis. Idiopathic VT may present for the first time during pregnancy [7] . It is often catecholamine sensitive, and treatment of outflow tract VT with cardioselective beta-blockers in pregnant patients is usually effective. Sotalol or flecainide may be considered where patients have severe symptoms that who fail to respond to beta-blocker therapy [8, 9] . Lastly, cardioversion can be considered for VT that is refractory to other treatments.
Surely, mother and fetus are at risk of harm when VT appears during pregnancy. However, information on the impact of cardioversion on fetal health is limited. Also, obstetric cases of cardioversion have been rarely documented. But, synchronized direct cardioversion may not considerably affect the fetal health, because the mammalian fetal myocardium has a high fibrillation threshold, and the density of the current reaching the uterus is considerably low [10, 11] . The decision about the timing of electrical cardioversion may be burdensome because of potentially adverse priorities between mother and fetus.
However, synchronous direct electrical cardioversion should be performed immediately for severe maternal arrhythmia that does not comply with other therapies (including medical therapy), according to current recommendations. Electrical cardioversion is a reasonable option at all stages of pregnancy when arrhythmia is associated with hemodynamic instability [12] . Electrical cardioversion can be selected for drug refractory arrhythmia as it does not compromise blood flow to the fetus [4] .
Moreover, because only a small amount of current reaches the fetus, the risk of induction of fetal arrhythmia is low [11] .
However, in the later stages of pregnancy, a theoretical risk of initiation of preterm labor exists. Cases of emergency cesarean delivery because of fetal arrhythmia after cardioversion have been reported, and hence, fetal monitoring is advised [13] .
The therapy points to protect the mother and the fetus through to delivery, after which chronic or definitive therapy can be conducted. However, our experience shows that electrical cardioversion is effective and safe during the second trimester of pregnancy without compromise to fetal hemodynamics. Indeed, the patient in the present case had normal fetal outcomes. Treatment of patients with gestational cardiac arrhythmias requires significant modifications to standard arrhythmia therapy. In some cases, cardioversion is the therapy of first choice, before drug therapy is used.
